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Introduction

Venous thromboembolism is the third most common car-
diovascular condition, with an annual incidence estimated at
1 in 1000 persons.1 Of these, a third present with deep
venous thrombosis (DVT), with symptoms including lo-
calised pain, swelling and tenderness of the calf or thigh,
and signs including erythema and warmth in the affected
limb. DVTs may result in devastating complications; more
acutely, DVTs can result in pulmonary embolism which is
associated with high morbidity and mortality rate. The
longer-term sequelae of DVTs include post-thrombotic
syndrome (PTS), with chronic limb swelling and ulcera-
tion leading to prolonged quality of life impairments.

Of all lower limb DVTs diagnosed on ultrasound, be-
tween 30 and 50% may be classified as an isolated distal
DVT (IDDVT).2 IDDVTs refer to thrombosis of the infra-
popliteal veins, which include the inter-muscular deep veins
(including the posterior tibial, anterior tibial, and peroneal
veins) and the calf intra-muscular veins (gastrocnemius and
soleal veins). These are usually associated with transient
risk factors2,3 and exhibit lower risk for propagation.
However, IDDVTs are still associated with the complica-
tions discussed above, with a 17% PTS rate, one in
50 developing ulceration after experiencing an IDDVT,4

and around 5% risk of developing a pulmonary embolism.5

Appropriate management of IDDVTs is therefore essential
to prevent patients from experiencing long-term sequelae
stemming from this condition.

In general, IDDVTs may be treated conservatively with
compression and/or serial imaging and observation, or with
anticoagulation to help limit proximal extension and re-
currence. However, there remains significant debate on
selecting the optimal treatment for specific patients pre-
senting with IDDVTs. This article seeks to highlight the
management recommendations from the International Un-
ion of Phlebology (UIP), identifying characteristics that
may help with patient stratification for different treatment
options. The accompanying one-page summary also

provides a management algorithm that can be followed to
help clinicians determine the optimal management plan for
patients presenting with IDDVTs (Figure 1).

Management recommendations

It is recommended that patients presenting with IDDVTs
should be stratified based on their symptom burden (high or
low burden) and risk factors for proximal extension
(Table 1).6 Two main treatment strategies exist: conserva-
tive management with serial imaging and regular follow-up,
or anticoagulation together with compression therapy.
IDDVT, if presenting without severe symptoms or risk
factors for extension, can be managed conservatively. Serial
imaging of the deep veins for 2 weeks is recommended, with
regular follow-up with a vascular specialist for monitoring.
If there are signs of proximal extension or recurrence, the
patient will then be started on anticoagulation and
compression.

However, should there be significant symptoms such as
calf pain or any risk factors for thrombus extension, patients
should be further stratified according to their risk of
bleeding. If they are deemed to be at low risk of bleeding,
3 months of anticoagulation may be prescribed together
with compression therapy. Patients should also be advised

1Section of Vascular Surgery, Department of Surgery and Cancer, Imperial
College London, London, UK
2Jobst Vascular Institute, Toledo, OH, USA
3Division of Vascular Surgery, SamsungMedical Center, Seoul, South Korea
4Section of Vascular Surgery, Department of Surgery, University of
Michigan Health System, Ann Arbor, MI, USA
5Department of Dermatology, St. Vincent’s Hospital, Sydney, NSW,
Australia

Corresponding author:
Matthew Tan Section of Vascular Surgery, Department of Surgery and
Cancer, Imperial College LondonRoom 4N12, 4th Floor, Charing Cross
Hospital, London W68RF, UK.
Email: matthew.tan13@imperial.ac.uk

https://uk.sagepub.com/en-gb/journals-permissions
https://doi.org/10.1177/02683555231211095
https://journals.sagepub.com/home/phl
https://orcid.org/0000-0002-5789-0353
https://orcid.org/0000-0003-0630-8877
https://orcid.org/0000-0001-5261-6913
mailto:matthew.tan13@imperial.ac.uk
http://crossmark.crossref.org/dialog/?doi=10.1177%2F02683555231211095&domain=pdf&date_stamp=2023-10-31


Figure 1. One-page guideline.
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to exercise. However, if they are at a high risk of bleeding, it
is recommended that clinicians perform serial imaging and
follow-up, and only prescribe anticoagulation if there are
signs of extension or recurrence on imaging.7

Management may also be further stratified according to
the location of the DVT either in the inter-muscular deep
veins or the intra-muscular veins. It is recommended that
intra-muscular IDDVTs can be managed with serial imaging
and follow-up alone. Inter-muscular IDDVTs (in the pos-
terior tibial, peroneal, or anterior tibial veins) may be
managed with either anticoagulation or serial imaging de-
pending on patients’ symptoms and risk factors for
thrombus extension as detailed above.

Discussion

This article provides a one-page clinical practice guideline
summarising the clinical management of IDDVT. It is part
of a series of publications for the UIP One-Page Guidelines
which are aimed at ensuring that patients with venous
disease receive timely and appropriate care based on current
best evidence and expert consensus.

Despite the frequency of IDDVTs encountered in clinical
practice, the current evidence remains sparse and there
remains controversy regarding whether IDDVTs require
treatment at all. This stems from studies showing low risks
of proximal extension and high rates of complete resolution
without anticoagulant treatment,8 and low risks of devel-
oping valvular insufficiency at late follow-up.9 However,
few studies have directly observed the effects of treatment in
confirmed IDDVTs. For example, the more recent CAC-
TUS trial showed no significant impact of therapeutic an-
ticoagulation for proximal extension or thromoboembolism
rates related to IDDVTs, but increased risk of bleeding. This
trial, however, was underpowered due to early trial termi-
nation. The lack of trials directly comparing the various
treatment modalities represents a gap in the literature that
should be addressed urgently.

This one-page guideline has recommended that high-risk
or highly symptomatic patients receiving anticoagulation
should continue treatment for at least 3 months, which is
consistent with the guidelines from the American College of
Chest Physicians.10 Studies have however used varying
protocols ranging from 6 weeks to 3 months, with a meta-
analysis suggesting reduction in recurrence rates when
comparing patients who received more than 6 weeks of
anticoagulant therapy to those who received 6 weeks only.11

Optimal duration of anticoagulation, in view of the potential
bleeding risks (as observed in the CACTUS trial7), needs to
be clarified further to maximise therapeutic benefits for
patients without significantly increasing their risks.

For healthcare providers, this article and summary docu-
ment should highlight the complexity of management of
IDDVTs. All healthcare staff members, including emergency
medicine practitioners and vascular specialists, that are likely to
encounter a patient with an IDDVTshould be aware of the need
for individualised risk assessment and targeted management,
with appropriate escalation of therapies applied when required.
This is in line with national and international guidelines and
further reinforced by the management algorithm provided in
this one-page guideline. This will facilitate the urgent assess-
ment and interventions indicated in this population of patients.
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